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Abstract
Families are consideredasprimary sourcesof care for individuals suffering frommental disorders.
However, one of the major stresses in families is the infliction of a family member with mental
illnesses causing dysfunction in health dimensions or generally their quality of life. Currently,
most experts believe that religioncanaffect physicalhealth andother aspectsofhuman life.So, the
aim of this study was to investigate ‘‘the relationship between care burden and religious beliefs
among family caregivers of mentally ill patients.’’ This cross-sectional study was carried out in
Iran on 152 families with mentally ill patients who were hospitalized in psychiatric wards. The
sampling method was nonprobability and consecutive sampling method. The data collection
instruments included a demographic characteristic questionnaire, Religious Beliefs, and Zarit
Care Burden Questionnaires. The mean score for care burden was 30.99 (SD = 16.45). 5.9% of
the participants reported a low level, and 39.5% experienced a moderate level of care burden.
Moreover, the mean score for religious beliefs was 115.5 (SD = 13.49), and majority of the
participants (70.4%) were endowed with strong religious beliefs. There were no significant
associations between care burden and intensity of religious beliefs among the study samples
(P = 0.483).Considering the results of this study indicatingexperienceofmoderate-to-high levels
of care burden in families with mentally ill patients, it is recommended to consider such families
and their religious beliefs as contributing factors in coping with challenges of mental disorders.
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Introduction
Mental disorders have always existed in human communities, and no one can claim to be
immune to such problems at any time. The given disorders may also lead to reduced social
functioning among affected individuals and also impose high costs on governments and
support systems (Ministry of Health 2008; Mousavi et al. 2015). Mental disorders and
drug-dependent ones are similarly considered as common, debilitating, and costly
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disorders. According to the World Health Organization (WHO), about 450 million people
worldwide suffer from a mental or behavioral illness, and one out of three or four indi-
viduals may experience mental disorders during their lifetime (Heydari et al. 2014).
Likewise, statistics published by different countries suggest the relatively high prevalence
of mental disorders in such communities. For example, 26.2% of Americans aged 18 years
and over, i.e., one out of four individuals, struggle with a diagnosable and obvious mental
disorder (Kessler et al. 2005). Moreover, mental disorders are taken into account as one of
the causes of disabilities in this country (The World Health Organization 2008). In this
domain, epidemiologic studies on mental disorders in Iran have similarly reported the
prevalence rate of such mental disorders between 1.9 and 26.9% (Ziaadini and Rajaeenejad
2005). For example, the results of an investigation in 1999 recounted the prevalence rate of
mental disorders in the city of Tehran by 21.5% and it was reported equal to 21% in all
cities in Iran (Noorbala et al. 2014). The findings of another study in 2011 also illustrated
the prevalence rate of types of mental disorders by 20.8, and such value was equal to 25.7
and 15.9% in women and men, respectively (Sharifi et al. 2015).
Mental disorders are one of the common problems in communities causing various
disorders including disturbances in the overall functioning of individuals and communities
and creating various complications in different domains. In some cases, such complications
are beyond patients’ disorders, and undoubtedly, one of the domains heavily affected by
such disorders are patients’ families (Motamedi 2008). Families are considered as primary
sources of care for individuals suffering from such mental disorders, in a way that more
than 60% of clients discharged from mental health clinics come back to their own original
families (Varcarolis 2013) to provide them with housing, financial support, companionship,
emotional support, as well as healthcare services (Pickett-Schenk et al. 2006). However,
one of the major stresses in families is the infliction of a family member with mental
illnesses causing dysfunction in health dimensions or generally their quality of life (Shah
et al. 2017). From the systematic perspective, family is a system in which dysfunction or
illness of a family member can have effects on other family members because family acts
as a unit constituting a whole through relationships (Friedman et al. 2003). Furthermore,
healthcare providers have realized that mental disorders and their treatments can affect not
only mentally ill patients but also other members of their family in a way that their overall
quality of life is changed (Lund 1999). Additionally, care burden resulting from mental
disorders is among other challenges and problems accompanying these disorders. A study
conducted on burden of care showed that mental disorders had comprised 14.5% of care
burden of all illnesses, and they were placed together with cardiovascular diseases at the
second ranking after accidents (Ministry of Health 2008).
Care burden is a complex and general concept, and it is also defined as a negative
reaction experienced by caregivers due to providing care (Mohamed et al. 2010). Care
given to mentally ill patients can disturb family life as well as individuals’ vitality (Chadda
2014). Mental and psychological pressure among caregivers is also a three-dimensional
concept resulting from interference in the quality of interpersonal relationships, negative
impacts on role-plays and responsibilities, and consequently incidence of anxiety and
worries (Navidian et al. 2001; Pahlavanzadeh et al. 2010). The findings of the study by
Steele et al. also revealed that 40–55% of patient caregivers were suffering from mental
and psychological pressures (Steele et al. 2010). Therefore, early detection of care burden
among caregivers can play a decisive role in promoting health (Abbasi et al. 2011).
Accordingly, care burden of mentally ill patients can cause numerous outcomes and
complications among caregivers (Covinsky et al. 2003).
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In response to symptoms of mental disorders as well as consistent and continuous care
provided for mentally ill patients at home, family caregivers may suffer from numerous
mental and psychological problems and experience multiple pressures in their relation-
ships. Although some believe that playing the role of a caregiver is accompanied by
rewards and positive reinforcement (Kristjanson and Aoun 2004; Navidian et al. 2010), the
results of current research studies have shown that diversity and intensity of caregiving
roles may lead to mental and psychological problems in family caregivers of patients
(Grandon et al. 2008; Navidian and Bahari 2008). If such people are not treated and
abandoned with no interventions, their physical and mental health can reduce to a hidden
disease (Navidian et al. 2010).
Currently, most experts believe that religion can undoubtedly affect physical health and
other aspects of human life (Musarezaie et al. 2013). Studies have also demonstrated that
religious beliefs can be considered as a factor for mental relaxation and that lack of religion
or lower levels of religious beliefs can result in high levels of depression and suicidal
thoughts (Rabie Siahkali et al. 2014). It should be noted that religion can help humans
understand the meaning of life events, especially painful and anxiety-provoking ones. It
can also teach believers how to adapt with the huge collection of the world formed before
their existence imposing its rules (Karimollah and Agha-Mohammadi 2003). To achieve all
the goals, mental health requires the use of religious supports at all levels of primary,
secondary, and tertiary prevention (Vaillant et al. 2008).
Providing support to families of mentally ill patients and meeting their needs are among
the duties of all care team members. Through identifying and prioritizing needs of families
with patients suffering from mental disorders, the given care team can aid families in terms
of appropriate planning as well as us of nursing process to meet the needs. In light of the
above-mentioned issues and considering the special context of care in Iran as well as the
need for an accurate and comprehensive review of important concepts such as care burden,
anxiety, and depression in families with mentally ill patients and its related factors, the
researchers tried to conduct the present study to determine the relationship between care
burden and religious beliefs among family caregivers of mentally ill patients.
Materials and Methods
This study was an epidemiologic cross-sectional research of descriptive-correlational type
carried out in Iran for determining the relationship between religious beliefs and care
burden among family caregivers of patients with mental disorders. The statistical popu-
lation of this study included all family caregivers of mentally ill patients hospitalized in the
departments of psychiatry and referred to psychiatric hospitals in the city of Ahvaz during
the study. The study sample also consisted of 152 family caregivers selected from the
statistical population considering the inclusion criteria: (1) informed consent to participate
in the study, (2) no history of mental disorders, (3) age range from 18 to 50 years, and (4)
sufficient literacy to answer the questions.
The data collection method in this study was in the form of a field survey conducted
through distribution of questionnaires and their completion. The data collection instru-
ments also included a demographic characteristic questionnaire, Religious Beliefs Ques-
tionnaire, and Zarit Care Burden Interview.
The demographic characteristics questionnaire for family caregivers included several
items such as gender, age, marital status, level of education, employment status, family
kinship with patient, and care duration, and such a questionnaire for patients contained the
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variables of age, gender, marital status, level of education, employment status, duration of
illness severity, and frequency of hospitalization.
The Persian version of Religious Beliefs Questionnaire developed by Karimollah and
Aghamohammadi (2003) included 29 items in a five-point Likert-type scale (from strongly
disagree to strongly agree) in which 1 and 5 are assigned to strongly agree and strongly
disagree options, respectively. Score range obtained in this questionnaire was from 29 to
145. In this respect, scores between 110 and 145 showed strong religious beliefs, scores
from 69 to 109 represented moderate religious beliefs, and scores of 29–64 were associated
with poor religious beliefs (Karimollah and Agha-Mohammadi 2003; Rabie Siahkali et al.
2014). The validity and the reliability of this questionnaire were also measured by Rabie
Siahkali et al. (2014) through content validity method and Cronbach’s alpha coefficient.
Correlation between the items was similarly measured after a laboratory sampling with 34
items whose calculated coefficient for the given instrument was equal to 0.83 representing
correlation between the questionnaire items (Rabie Siahkali et al. 2014).
Zarit Care Burden questionnaire was designed by Zarit et al. (1986) to measure burden
of care. The given questionnaire included 22 items about personal, social, emotional, and
economic pressures completed through interviews with family caregivers by the
researcher. Caregivers’ responses to each statement are measured in a five-point Likert-
type scale (from never to always) scored from 0 to 4. In response to each item, the
respondents choose one of the options of never (0 point), rarely (1 point), sometimes (2
points), often (3 points), and always (4 points). Accordingly, the total scores varied from 0
to 88 and lower scores showed lower burden of care. In the Persian version of the Zarit
Care Burden questionnaire, total score by each caregiver also showed their level of care
burden (Pahlavanzadeh et al. 2010). The lowest score for care burden, i.e., 0, meant no care
burden, and the highest score, i.e., 88, meant the highest care burden. Scores from 61 to 88
reflected high care burden, and scores from 31 to 60 and those lower than 30 showed
moderate and low care burden (Bagherbeik Tabrizi et al. 2015).
In accordance with its cultural conditions, the validity and the reliability of the Zarit
Care Burden questionnaire in Iran were measured by Navidian et al. (2008). In this regard,
the validity of the questionnaire was investigated through content validity method and its
reliability was examined via test–retest method whose reliability coefficient was equal to
94% (Navidian and Bahari 2008; Pahlavanzadeh et al. 2010).
To analyze the data, descriptive statistics including frequency tables, diagrams, and
central distribution indices as well as analytic statistics such as Chi-square test (X2),
Pearson or Spearman correlation coefficients, t test, one-way analysis of variance
(ANOVA) or their nonparametric equivalents were used. The level of significance was
considered less than 0.05, and data analysis was performed using SPSS version 22
software.
Ethical Considerations
After obtaining permission from the School of Nursing and Midwifery and Ahvaz
Jundishapur University of Medical Sciences as well as getting the code number of IR.A-
JUMS.REC.1395.849 from the Research Ethics Committee of Ahvaz Jundishapur
University of Medical Sciences, the sampling was conducted. Moreover, the purpose of the
present study and the noncompulsory participation of the samples in this research were
explained, and the respondents were ensured in terms of confidentiality of data. Informed
written consent in order to participate in the study was also obtained.
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Results
The findings of the study revealed that the majority of family caregivers of patients with
mental disorders participating in the present study (63.8%) were male and others were
female. In terms of age, 50% of the participants were between 30 and 50 years old. Other
demographic characteristics of the study samples are presented in Table 1.
Considering the care burden imposed on family caregivers of mentally ill patients, the
mean score for care burden among the study samples was 30.99 with a standard deviation
of 16.45 and with 1 and 70 as the minimum and maximum scores, respectively. Moreover,
bulk of the study samples (54.6%) reported their care burden at a low level, while the given
level was reported by 5.9% of the participants at a high level. Additionally, 39.5% of the
families participating in this study had experienced a moderate level of care burden
(Table 2).
Given the intensity of religious beliefs among family caregivers, the mean score for
such beliefs among the study samples was 115.5 with the standard deviation of 13.49 in
Table 1 Frequency distribution
and percentage of demographic






Below 30 years of age 44 28.9
30–50 years of age 76 50













Junior high school 46 30.3
High school diploma 46 30.3
Associate’s degree 16 10.5
Bachelor’s degree and higher 32 21.0
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which the minimum and maximum scores were 72 and 145, respectively. The majority of
the participants (70.4%) were endowed with strong religious beliefs, and none of the
respondents had evaluated themselves as poor in terms of religious beliefs (Table 3).
Investigating the relationship between religious beliefs and care burden among family
caregivers in this study showed that most family caregivers had strong religious beliefs
(57%) and that most of participants with moderate religious beliefs (48.9%) were at poor
levels in terms of care burden. Moreover, the results of the Chi-square test between care
burden and intensity of religious beliefs among the study samples did not show a statis-
tically significant relationship (P = 0.483) (Table 3).
Finally, no significant relationship was found between care burden and the variables of
age, gender, marital status, level of education, employment status, and family kinship with
patients (P[ 0.05).
Discussion
Families with mentally ill patients are always grappling with various physical, psycho-
logical, social, and familial challenges. Among the factors affecting the incidence of these
problems in families can be long-term and chronic nature of mental disorders, complex and
severe nature of symptoms in patients, disconnection with reality, disability to maintain
jobs, as well as effective communication with society followed by problems related to
treatments and their costs. Among the very important issues is mental state of family
members whose ignorance can predispose the incidence of disorders in family members
followed by the emergence of relevant problems. Thus, the main purpose of the present
study was to investigate the relationship between religious beliefs and care burden among
families with mentally ill patients referred to hospitals in the city of Ahvaz in 2016.
Table 2 Frequency distribution
of levels of care burden and
religious beliefs intensity among
the study samples
Variable Level Frequency Percentage








Table 3 Intensity of religious





Moderate 22 (48.9) 21 (46.7) 2 (4.4) 45 (100)
Strong 61 (57) 39 (36.5) 7 (6.5) 107 (100)
Total 83 (54.6) 60 (39.5) 9 (5.9) 152 (100)
P value 0.483
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The findings of this study showed that more than half of the participants had reported
their care burden at low levels and 45.4% of them had found care burden imposed on
family caregivers taking care of patients at moderate-to-high levels. Accordingly, it seems
that all family caregivers of individuals with mental disorders can experience some degree
of care burden resulting from care for mentally ill patients.
Burden of care from mental disorders is considered as one of the most important
challenges and problems accompanying them, which can have adverse effects on many
families and their functioning in a way that care for mentally ill patients may greatly impair
family life and disturb individuals’ vitality (Ennis-2013). Moreover, care burden of patients
with mental disorders can cause numerous consequences and adverse complications on
their caregivers (Covinsky et al. 2003). In this regard, the results of the study by Abbasi
et al. showed that 45% of caregivers had experienced care burden of higher than average
(Abbasi et al. 2013). Likewise, the findings of the investigation by Mohammed et al. on
caregivers of mentally ill patients revealed that caregivers had experienced a significant
level of care burden (Mohammed et al. 2015), and the results of the studies by Riley-
McHugh et al. (2016) and Garcia-Alberca et al. (2012) on families of patients with mental
disorders such as schizophrenia and Alzheimer’s disease showed that most of the partic-
ipants had experienced high levels of mental stress and burden of care for patients with
mental disorders. According to the investigation by Haresabadi et al. on families of patients
with schizophrenia, 35.4 and 51.4% of these families had experienced low-to-high levels of
care burden (Haresabadi et al. 2012), which was consistent with the results of the present
study. This means that care for mentally ill patients in families can impose a burden with a
negative impact on psychological, social, and economic relationships. This issue can also
make caregivers suffer from mental and psychological stresses and tensions, and thus, they
cannot properly do their duties and take care of patients which can have a negative effect
on patients and exacerbate their status. It should be noted that this defective cycle can still
continue.
Considering religious beliefs in families with mentally ill patients hospitalized in
departments of psychiatry, the findings of this study demonstrated that the majority of
families examined had strong religious beliefs and that none of the study samples had
reported poor levels of religious beliefs. This issue was by and large expected in the
cultural and social contexts of Iran as a Muslim nation and the city examined. It seems that
religious beliefs can play an important role in the process of accepting patients with mental
disorders and providing care for them as well as admitting damages suffered as a result of
such disorders because patient care in this respect is taken into account as a very good deed
and also symptoms and abnormalities in patients are seen as divine providence and pre-
ordained fate within the religious culture of Muslims. In general, religious beliefs are
considered as important factors to obtain mental relaxation (Rabie Siahkali et al. 2014). In
fact, a religious person communicates with a creation source affecting human life and
natural things. The link and the relationship that exist between human psyche and their
beliefs and the role of religion as a set of practices and convictions in mental health are also
undeniable. Moreover, religious beliefs and religion can give humans a sense of relaxation;
they can fill moral, emotional, and spiritual gaps in individuals and communities and also
establish a firm base for humans in the face of life problems and deprivations (Asgari et al.
2012). The results of the study by Murray-Swank et al. on individuals taking care of
patients with mental disorders also showed that families had spent more time on spiritual
support reflecting importance of religious beliefs (Murray-Swank et al. 2006). Further-
more, Rabi Siahkali et al. found that 86.6% of families examined as ones taking care of
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patients hospitalized in the intensive care units had reported moderate-to-strong levels of
religious beliefs which were in line with the results of the present study.
Investigating the relationship between religious beliefs and care burden among families
with mentally ill patients hospitalized in departments of psychiatry in this study indicated
no relationship between these two variables considering statistical tests (P[ 0.05) in spite
of the fact that the study participants had strong levels of religious beliefs and the per-
centage of individuals experiencing moderate levels of care burden was high. This issue
could be due to the strong levels of religious beliefs in all study samples. It should be noted
that family caregivers as the main providers of care for a sick or disabled family member
are often subjected to negative physical and psychological consequences and different
problems. Likewise, families get through different levels of care burden and burnout
wherein effective coping and religious beliefs are among the most important ones.
Moreover, the study by Sharifi and Fatehizadeh (2012) suggested a relationship between
religious coping and patient care burnout in which religious coping could reduce burnout
among caregivers. The results of the study by Murray-Swank et al. on caregivers of
patients with severe mental disorders demonstrated that personal religious beliefs and
supports were taken into account as important factors in the domain of coping with the
disease among affected family members and lessening care burden among them (Murray-
Swank et al. 2006).
Finally, this study due to practical reasons has provided an important strategy to assist in
handling of care burden of caregivers for better interaction and collaboration with mentally
ill patients, nurses and healthcare providers. Although the absence of large sample size
limited our ability to generalize the finding of this study and might be viewed as a
limitation, the most important strength of this research is the crucial and significant role of
religious beliefs among family caregivers of mentally ill patients that deducted the burden
of care of them.
Conclusion
The findings of this study demonstrated that 45.5% of the study samples had experienced
moderate-to-high levels of care burden. In terms of religious beliefs, most of the partici-
pants had also strong religious beliefs, and there was no one with poor beliefs in this
respect. Moreover, the results revealed that low levels of care burden were higher among
the study samples with strong religious beliefs although this relationship was not statis-
tically significant. Considering the results of this study indicating tolerance and experience
of moderate-to-high levels of care burden in families with mentally ill patients, it is
recommended to consider such families and their religious beliefs as contributing factors in
healthcare processes coping with challenges of family members affected with mental
disorders.
Acknowledgements This study was funded in part by the Research Ethics Committee of Ahvaz Jundishapur
University of Medical Sciences, Program Announcement SDH-9521. We thank all of the Family Caregivers
of Mentally Ill Patients who participated in this study.
Compliance with Ethical Standards
Conflict of interest The authors have no financial conflicts of interest relevant to this study.
123
1132 Journal of Religion and Health (2019) 58:1125–1134
Human and Animal Rights All procedures performed in studies involving human participants were in
accordance with the ethical standards of the institution or practice at which the studies were conducted. This
article does not contain any studies with animals performed by any of the authors.
Informed Consent Informed consent was obtained from all individual participants included in the study.
References
Abbasi, A., Asayesh, H., Rahmani, H., Shariati, A., Hosseini, S. A., Rouhi, G., et al. (2011). The Burden on
cargivers from hemodialysis patients and related factors. Journal of Research Development in Nursing
and Midwifery, 8(1), 26–33.
Abbasi, A., Shamsizadeh, M., Asayesh, H., Rahmani, H., Hoseini, S. A., & Talebi, M. (2013). The rela-
tionship between caregiver burden with coping strategies in Family caregivers of cancer patients.
Journal of Nursing Education, 1(3), 62–71.
Asgari, P., Roshani, K., Abafat, H., Asgari, M., & Zamiri, A. (2012). The relationship between religious
beliefs, happiness with forgiveness among college students of Islamic Azad University. Journal of
Social Psychology (New Findings in Psychology), 7(21), 101–112.
Bagherbeik Tabrizi, L., Navab, E., Farokhnezhad Afshar, P., Asadi Noghabi, A. A., & Haghani, H. (2015).
Effect of cognitive-behavioral intervention on burden of family caregivers of patients with Alzheimer’s
disease. Hayat, 21(1), 94–102.
Chadda, R. K. (2014). Caring for the family caregivers of persons with mental illness. Indian Journal of
Psychiatry, 56(3), 221–227.
Covinsky, K. E., Newcomer, R., Fox, P., Wood, J., Sands, L., Dane, K., et al. (2003). Patient and caregiver
characteristics associated with depression in caregivers of patients with dementia. Journal of General
Internal Medicine, 18(12), 1006–1014.
Friedman, M., Bowden, V., & Jones, E. (2003). Family nursing: Research, theory, and practice. Upper
Saddle River, New Jersey: Prentice Hall.
Garcia-Alberca, J. M., Cruz, B., Lara, J. P., Garrido, V., Lara, A., & Gris, E. (2012). Anxiety and depression
are associated with coping strategies in caregivers of Alzheimer’s disease patients: results from the
MALAGA-AD study. International Psychogeriatrics, 24(8), 1325–1334.
Grandon, P., Jenaro, C., & Lemos, S. (2008). Primary caregivers of schizophrenia outpatients: burden and
predictor variables. Psychiatry Research, 158(3), 335–343.
Haresabadi, M., Bibak, B., Hosein Zadeh, E., Bayati, M., Arki, M., & Akbari, H. (2012). Assessing burden
of family caregivers of patients with schizophrenia Admitted in IMAM REZA hospital- Bojnurd.
Journal of North Khorasan University of Medical Sciences, 4(2), 165–171.
Heydari, A., Meshkinyazd, A., & Soodmand, P. (2014). Mental illness stigma. Scientific Quarterly of
Birjand Nursing and Midwifery Faculty, 11(3), 218–228.
Karimollah, M., & Agha-Mohammadi, M. (2003). The relationship between religious beliefs and depression
in students of medical sciences. Teb va Tazkieh, 53, 62–65.
Kessler, R. C., Chiu, W. T., Demler, O., Merikangas, K. R., & Walters, E. E. (2005). Prevalence, severity,
and comorbidity of 12-month DSM-IV disorders in the National Comorbidity Survey Replication.
Archives of General Psychiatry, 62(6), 617–627.
Kristjanson, L. J., & Aoun, S. (2004). Palliative care for families: Remembering the hidden patients.
Canadian Journal of Psychiatry, 49(6), 359–365.
Lund,V. (1999).Perceived quality of life for personswith bipolar disorder: The role ofmedication compliance,
family and health stress, level of coping, and health locus of control. Florida: Florida State University.
Ministry of Health (2008). Guideline of caring for adult psychiatric patients. Ministry of Health, Treatment
and Medical Education.
Mohamed, S., Rosenheck, R., Lyketsos, C. G., & Schneider, L. S. (2010). Caregiver burden in Alzheimer
disease: Cross-sectional and longitudinal patient correlates. Am J Geriatr Psychiatry, 18(10), 917–927.
Mohammed, S., Priya, S., & George, C. (2015). Caregiver Burden in a community mental health program—
a cross sectional study. Kerala Journal of Psychiatry, 28(1), 26–33.
Motamedi, A. (2008). Determine the prevalence of psychiatric disorders in Kerman University of Medical
Sciences. Kerman University of Medical Science, 6(3), S156.
Mousavi, I., Alizadeh Chahar-Borj, T., Sheikh, M., & Yavari Kermani, M. (2015). Frequency of psychiatric
symptoms in diabetic patients. Journal of Diabetes Nursing and Midwifery Zabol., 3(1), 51–58.
Murray-Swank, A. B., Lucksted, A., Medoff, D. R., Yang, Y., Wohlheiter, K., & Dixon, L. B. (2006).
Religiosity, psychosocial adjustment, and subjective burden of persons who care for those with mental
illness. Psychiatric Services (Washington, D. C.), 57(3), 361–365.
123
Journal of Religion and Health (2019) 58:1125–1134 1133
Musarezaie, A., Momeni, T., Naji Esfahani, H., & Aminoroaia, M. (2013). Relationship between religious
orientation, anxiety and depression of students in Isfahan University of Medical Sciences. Journal of
Research in Behavioural Sciences, 10(6), 509–519.
Navidian, A., & Bahari, F. (2008). Burden experienced by family caregivers of patients with mental
disorders. Pakistan Journal of Psychological Research, 23(1/2), 19.
Navidian, A., Pahlavanzadeh, S., & Yazdani, M. (2010). The effectiveness of family training on family
caregivers of inpatients with mental disorders. Iranian Journal of Psychiatry and Clinical Psychology,
16(2), 99–106.
Navidian, A., Salar, A., Hashmi Nia, A., & Kikhaie, A. (2001). Mental exhaustion family caregivers of the
mentally ill. Journal of Babol University of Medical Sciences, 3(4), 33–38.
Noorbala, A., Damari, B., & Isfahani, S. (2014). Evaluation of mental disorders incidence trend in Iran.
Scientific Journal-Shahed University, 21(112), 1–11.
Pahlavanzadeh, S., Navidian, A., & Yazdani, M. (2010). The effect of psycho-education on depression,
anxiety and stress in family caregivers of patients with mental disorders. Behbood, 14(3), 228–236.
Pickett-Schenk, S. A., Cook, J. A., Steigman, P., Lippincott, R., Bennett, C., & Grey, D. D. (2006).
Psychological well-being and relationship outcomes in a randomized study of family-led education.
Archives of General Psychiatry, 63(9), 1043–1050.
Rabie Siahkali, S., Avazeh, A., Eskandari, F., Ghahremani, Z., Nematikhah, M., Afshinjo, M., et al. (2014).
Association between religious beliefs with anxiety and depression in family members of hospitalized
patients. Journal of Zanjan University of Medical Sciences, 22(90), 45–52.
Riley-McHugh, D., Brown, C. H., & Lindo, J. (2016). Schizophrenia: its psychological effects on family
caregivers. International Journal of Advanced Nursing Studies, 5(1), 96–101.
Shah, D., Vaidya, V., Patel, A., Borovicka, M., & Goodman, M.-H. (2017). Assessment of health-related
quality of life, mental health status and psychological distress based on the type of pharmacotherapy
used among patients with depression. Quality of Life Research, 26(4), 969–980.
Sharifi, V., Amin-Esmaeili, M., Hajebi, A., Motevalian, A., Radgoodarzi, R., Hefazi, M., et al. (2015).
Twelve-month prevalence and correlates of psychiatric disorders in Iran: the Iranian Mental Health
Survey, 2011. Archives of Iranian Medicine, 18(2), 76–84.
Sharifi, M., & Fatehizade, M. (2012). Correlation between religious coping with depression and caregiver
burnout in family caregivers. Modern Care Journal, 9(4), 327–335.
Steele, A., Maruyama, N., & Galynker, I. (2010). Psychiatric symptoms in caregivers of patients with
bipolar disorder: a review. Journal of Affective Disorders, 121(1–2), 10–21.
The World Health Organization. (2008). The global burden of disease: Table A2: Burden of disease in
DALYs by cause, sex and income group in WHO regions, estimates for 2004. Geneva: Switzerland.
Vaillant, G., Templeton, J., Ardelt, M., & Meyer, S. E. (2008). The natural history of male mental health:
health and religious involvement. Social Science and Medicine, 66(2), 221–231.
Varcarolis, E. (2013). Foundation of psychiatric Mental Health. Philadelphia: Saunders.
Zarit, S. H., Todd, P. A., Zarit, J. M. (1986). Subjective burden of husbands and wives as caregivers: A
longitudinal study. Gerontologist, 26, 260–266.
Ziaadini, H., & Rajaeenejad, A. (2005). Epidemiology of the Prevalence Study of Psychiatric Disorders in
the Teachers of Exceptional Education Department in Kerman in the Year 2001–2002. Journal of
Rafsenjan University of Medical Sciences, 4(2), 103–109.
Afﬁliations
Parisa Asadi1 • Malek Fereidooni-Moghadam2 • Bahman Dashtbozorgi1 •
Reza Masoudi3
1 Nursing Care Research Center in Chronic Diseases, Ahvaz Jundishapur University of Medical
Sciences, Ahvaz, Iran
2 Nursing and Midwifery Care Research Center, Faculty of Nursing and Midwifery, Isfahan
University of Medical Sciences, Isfahan, Iran
3 Community-oriented Nursing Midwifery Research Center, Shahrekord University of Medical
Sciences, Shahrekord, Iran
123
1134 Journal of Religion and Health (2019) 58:1125–1134
